Fungal infections in HIV-infected patients are a common and potentially life threatening condition. Candidiasis and cryptococcosis occur more frequently in this setting. Subcutaneous mycoses, such as sporotrichosis, have also been reported 1, 2 but are far less frequent. We present a case of mycetoma in an HIV-infected patient, which we believe to be the first reported case of such association.
CASE REPORT
A 31-year-old black man presented to the University of São Paulo Dermatology Outpatient Service complaining of swelling of the right elbow. Examination disclosed marked local tumefaction, induration, and draining sinuses (Fig. 1) . Expression of the lesion yielded white-yellowish, 0.5 -1.0 mm, soft grains. Direct examination of 10% KOH clarified grains confirmed diagnosis of actinomycetoma. Cultures in Sabouraud agar were repeatedly negative. Histopathology confirmed the previously suspected diagnosis. Delicate actinomycotic filaments were observed enon) in H & E stained sections (Fig.2) . Fite-Faraco staining did not demonstrate acid-fast structures.
Therapy with oral trimethoprim/ sulfamethoxazole (TMP/SMZ) 800 mg b.i.d. was started, resulting in quick improvement of tumefaction and healing of sinus tracts. The patient was lost to follow-up. Eight months later he inside the round-shaped grains, which were surrounded by an eosinophilic fringe (Höppli-Splendore phenom-presented to the Hospital because of worsening of his condition. The affected limb presented with marked inflammatory changes, and an abscess on the medial aspect of the elbow was evident. The patient reported gradual worsening over the previous months after self-discontinuation of TMP/SMZ therapy.
A new medical history revealed regular IV cocaine use. Surgical drainage of the abscess was performed. White-yellowish grains were present in the purulent secretion. Culture in Sabouraud agar with and without chloramphenicol, potato agar, BHI agar, and soya broth failed to grow aerobic or anaerobic actinomycetes. Direct examination was positive for actinomycotic grains.
The patient tested positive for HIV antibodies by ELISA and Western blotting. There was no evidence of opportunistic infections or neoplasms. Enlarged lymph nodes were palpable in the left axilla. Peripheral blood lymphocyte count was slightly below normal levels (828/mm3). CD4 count was not performed. The patient had an asymptomatic HIV infection, and no information on CD4 count was available. He was tentatively classified as ¨A¨ category according to ¨1993 revised classification system for HIV infection 3 and was referred to Infectious Diseases Clinic. Therapy with oral TMP/SMZ 800 mg b.i.d. was restarted. The patient was seen in a follow-up visit 30 days after surgical drainage, presenting marked improvement. He has been lost to follow-up since.
DISCUSSION
Fungal infections occur commonly in immunocompromised hosts. Certain types of mycoses, however, have rarely been reported in association with HIV infection. To our knowledge this is the first reported case of mycetoma associated with HIV infection. Antinori et al. 4 reported a case of disseminated Rhodococcus equi infection initially presenting as foot mycetoma in an HIV positive patient. This case was not typical of mycetoma because draining sinuses and grains were not present. The patient reported by Antinori et al. 4 presented a nodular lesion located on the right foot, which subsequently disseminated to lymph nodes, lungs, and brain, whereas the present case showed all the typical clinical characteristics of a mycetoma, i.e. tumefaction, draining sinuses, and presence of grains, which are aggregates of the etiologic agent 5 . Epidemiology of mycetoma in Brazil 6 differs markedly from that of HIV infection. The former is usually seen in rural areas, is an indolent process, affects men more frequently than women and is a consequence of traumatic implantation of the agent through the skin, whereas HIV infection is more often an urban infection, with a different and characteristic epidemiology. These differences might explain the unusual association of both diseases. It is also interesting to note that actinomycetoma is more frequently observed on the foot 5, 6 . In the present case contaminated needles used for IV cocaine injections can be presumed as possible inoculation vectors of the agent into the upper limb.
In Brazil approximately 75% of mycetomas are caused by Nocardia sp. 6 , an actinomycete that forms round to multi-lobulated, 40 to 150µ in diameter white-yellowish grains. Nocardia brasiliensis grains normally show rarefaction of fungal structures in the innermost parts of the grain, whereas clubs are easily observed on the outer edges. These characteristics strongly suggest that the etiologic agent in the present case would be N. brasiliensis. On the other hand, the fact that no acid fast structures could be seen in the FiteFaraco stained grains practically excludes this possibility 7 . Additionally, it is uncommon to observe an eosinophilic fringe (Höppli-Splendore phenomenon) in N. brasiliensis grains. Finally, N. brasiliensis grains are weakly basophilic and easily cultivated, findings not observed in the present case. Special effort was made toward identification of the agent, but cultures were repeatedly negative, making it impossible to precisely identify the agent.
We believe this association has been casual. Abscess formation is a rare event in mycetoma patients. The acute worsening of the patient's condition might well be related to his supposedly depressed immunologic status. The marked improvement following surgical drainage and TMP/SMZ oral therapy suggests the infection would respond satisfactorily to therapy. It will be difficult to confirm this impression because the patient has been lost to follow-up. 
RESUMO

